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How To Use This Book 



The charts in this book 
are nc^ under copyright 
Individuals are encour- 
aged to make copies and use 
them in injury prevention 
efforts. 

The charts are designed to 
compare groups within the chart 
but not across charts. In 



Sections III and IV, the scales 
us^ <Hi indivkiod dmm differ 
drani^k:aUy. Qm^ aie psesetA- 
ed in d»se sections so diat the 
reader may make comparisons 
between age groups, sex orra<», 
within each injury category. 
Citations are listed at the back 
of the book. Mortality rate 



charts do not adckess injuria in 
infants under I year, because 
available population estimates 
10 cakiU^ fa»» lefto all 
live biitbs nAer than d» actual 
numb^ for that age category, 
thad>y affecting die calculation 
of die rates. 
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Tttis bcK^ was 4ev)^iq»ed 
Network (CSN). a 
national rescnnce fo^ child and 
adolescent injury and violence 
prevention supported by the 
Maternal and Child Health 
Bureau. Special appreciation 
goes to Sue Lindsay fc^-her woik 
in coordinating the gathering of 
information and data di^day. 

This publication draws on 
the work and experience of a 




BBi^ber &f iadivid«at$ «id^ 

would Hot be availabte. t%o 
National Center for Health 
Statistics of the Centers for 
Disease Control provided the 
analysis of the 1988 vital 
statistics, information from die 
National Health Interview 
Survey, and the National 
Hospital Dischaige Survey. The 
data on the use of safety belts 
and car seats were obtained 



thf«M^ 1In» N^ti^ittl H^l^ay 
^Tf9t^ Admi^stration 
{NinSAji* tb^ po^^ Fro- 
duct Saif^ Cofloaiiiission, the 
Departm^ Justice and the 
Natkmal lostituti for Occupa- 
tional Safiety and Health were 
also R^q^ifKHtive of this ^fbxl 

The data {Hesmed l^e have 
been g&SiSged firom a s» ;i*tit]ide 
of source. The interpretation of 
the data is the responsibility of 
tiie Chil<hen*s Safi^ Netwoik 
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Introduction 



Injury is ibs vaost significant 
health problem affecting t!^ 
Nation's children and ado- 
lescents, however it is mea- 
sured—number of deaths, dollar 
costs for treatment, or relative 
rankings with other health prob- 
lems — as this report makes 
abundantly clear. However, 
injury need not maim and kill so 
many of our children. This is an 
epidemic that we can control, as 
both prior successes and the 
international comparisons illus- 
trate. Targeted prevention strate- 
gies that have proven effective 
include flame retardant fabrics 



for children's sleepwear, child 
safety seats, smoke detectors, 
and child-iesistant medicii» bee- 
tles. Other promising strategies 
have yet to be implemented and 
evaluated. 

Injury includes, but is not 
limited to, the following cate- 
gories: motor vehicle crashes, 
bums, poisonings, drownings, 
pedestrian and bicycle crashes, 
homicides, assaults, rapes, sui- 
cides and suicide attempts, and 
child abuse. The National 
Committee for Injury Prevention 
and Control defines injury as 
"any unintentional or intentional 



damage to the body resulting 
from acute exposure to tf^rmal, 
mechanical, etectrical, or chemi- 
cal energy or from the absence 
of such essentials as heat or oxy- 
gen" (National Committee for 
Injury Prevention and Control, 
1989). Injury is thus a biophysi- 
cal event 

Contributing factors and pre- 
vention strategies for violence 
and unintentional injury are 
sometimes the same. For exam- 
ple, alcohol and other drugs are 
often implicated in many types 
of injuries, especially those 
affecting adolescents. Likewise. 
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poverty is a sinm^ risk factor for txrth 
violence and unintentional childht>od 
and adolescent injuries (Baker et a!., 
1991 ). Safety improvements to tinramis 
and limitations on access to them, reduc- 
tions in tap water icmpcralurc, and sup- 
pi>ns of various kinds to multi-need 
families, can a'ducc injuries, a*gardless 
t>f intent. 

While ue have had successes in 
injury prevention, it is vital that we do 
better. n>t> many children arc dying or 
becoming disabled and the costs aa* 
high. In this a*pi>rt, information is pro- 
vided on the substantial dollar costs of 
childhmnl injury to our society, but the 
most significant costs aa* ones we can- 
not depict graphically, those of child and 
family pain. The loss of life or function 



experienced by a child or adolescent is a 
terrible burden for a family to sustain. 
Guilt, rage, grief, blame and despair arc 
comtimn family reactions to a serious 
injury of a child, m>t infrequently lead- 
ing to divorce, sevcrc depression of par- 
ents or siblings, and even suicide. 
Medical carc costs may sometimes 
rcsult in family impinerishment {Rice 
and MacKen/.ie, 1989). Thus, one of the 
intangible cwis of child and adolescent 
injury is that of family sulTering and 
even disintegration. 

Healrhy People 2lHm ( USDHHS. 
1991 ), the government dtvument that 
outlines the strategy for impniving the 
Nation's health over the decade, empha- 
sizes the need to prevent the thousands 
of needless child and adolescent injuries 



that txrcur annually. Numen)us injury 
rcduction objectives for children and 
adolescents are specified. Most impor- 
tantly, the key target objective for bi>th 
children and adolescents is to reduce the 
overall death rate; this will require a 
rcduction in tl^ injury rate. As a natir .i, 
we have made a comtnitment thn>ugh 
the year 2(XX) objectives to more sys- 
tematically address the problem of 
injury as it affects children, adolescents, 
and families 

To do so successfully will rt\juire a 
multi-disciplinary and multi-agency 
approach. Public health agencies must 
work together with enviammcntal, crim- 
inal justice, traffic safety, education, 
scxrial servic-es, and other agencies, as 
well as with ct>alitions of private gniups. 
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To reduce the incidence iif injury in 
America, we must learn to combine 
legislative, technok>gical and behavioral 
strategies, change norms that regard 
mifst injuries as inevitable, and actively 
address the causes of violence on our 
simets and in our homes. A problem of 
this magnitude recjuia^s the talents and 
hard work ofu variety iif dedicated 
individuals representing many fields and 
working together fi^ra common goal. 
Only then can we meet the challenge 
before us. 

Maicnial and Child Health Bureau 
(Vtober IWI 
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1955 1967 1988 



Figure 1.1 

injury as a Percentage of Total Mortality Among Children 1-19: 1955, 1967, 1988. 

Source: Fingerhut, NCHS, 1988. 
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iwa)^ pn^iem in 
Americs today, causing 
ttum 4ea^ ttm all child- 
hood disuses combined 
mdoo^ift^ttli^ S^B^y ^ 
childhood difiability. Isi 
1988, injury claimed the 
lives nm than 22,400 
children 19 and under in 
the United States and ac- 
counting for S0% of 
deaths in the 15-19 year 
old age group. 
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HisUirically, there has been a dm- 
malic reUuclkm in child morud- 
iiy due to natura! causes (diseases, 
including congenital anomalies) 
while the peaeniape of mortality due 
to injury has steadily inca-ased. 

For children ages 1-19, injuries 
far exceed cancer and congenital 
anomalies as the leading cause of 
death. 



'^Ifii iiisvase wen' killinf^ 
ourchiliimt in !fw pwptfnUms that 
injuries are, people wi^iiUl he 
oHtruiied ami demand thu! this killer 
be s(i>piml, " 

- former Surt^eon General 
C, llvereti KiHfp. MAI 



25,000 
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Figure 1.2 

Deaths Due to Injuries vs. Deaths from Cancer arid Congenital Anomalies, 1988, 
Source: Fingerhul NCHS. 1988. 
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Adolcscenis arc a particularly 
. high-risk p«pulation lor 
injury-related deaths. Figun: 1 .3 
shows the significant decline in 
mortality due to natural causes I'or 
this age group while the nMJrtality 
rate due to injury has increased. In 
19SK. a 15-19 year old was four 
times nM>a" likely to be killed by 
injury than by natural causes. 



1933 



1950 



1967 



1988 




Figure 1.3 

Mortality Rate/1Q0,000 Due to Natural Causes vs. Injury: 15-19 Year Olds, 1933-1988. 
Source: National Center for Heaitt) Statistics. 1989: Fingerhut, NCHS, 1988. 
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Child mortality rates in the 
United Stales arc higher than 
thi>se in other industriuli/ed nations 
similar to our own in culture and 
history. "This excess in nionality is 
ntn due to a ditTea*m:e in death 
rates from ai! natural causes; rather, 
all the excess monality among U.S. 
children can be aUribuled lo injury" 
(Rosenberg et al., \^m)). Figure 1.4 
compares injury mortality rates for 
live countries, including uninten- 
tional injury and violence. 

Abi>ut 75^^ of the U S, child 
mortality due to injury is caused by 
uninteniionai injury (nunor vehicle 
collisions ant? the leading cause of 
unintentional childhiKxl death). The 
other is caused by violence, 
including homicide and suicide. 
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Figure 1.4 

Intemationdl injury Mortality Rates/1(X),(H)0 deluding Viotence: Ages 0-24. 
Source: Worid Heafth Organization, 1991. 
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Canada 
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Figure 1.5 

International Homicide Rates/100,000 by Age Group, 
Source: World Health Organization, 1991. 
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The United States is a nation 
pi;^ued by violence. In I9KK 
there were 5,718 deaths due to 
homicide in the United States 
atnong 1 5-24 year olds. During the 
same time period there were only 
41 1 homicide-nrlated deaths in this 
age group in the counUies of 
Canada, France, Germany. Spain, 
the Netherlands, Switzerland. 
Finland ami the United Kingdom 
combined* despite a total 
population of 15-24 year olds very 
similar in si/e to our own. 

U.S. children are 10 times more 
likely than German children, 1 1 
limes moor likely than French chil- 
dren, and 15 times more likely than 
Fnglish children to be victims of 
homicide. 
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Numtjer of Deaths 

• SuicitSe statistics are onty tat>ulat0d for persons 10 and ok^r. 

X>ther motor vo^cte" MiMies deaths invdvfng motorcyc^. rm^yeds, srww- 
mobites. and alMerrain vehicles. 
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Figure 2.1 

Total Number of Deaths by Cause and Age Group: U.S. Children 0-19, 1988. 

Source: Fingerhut, NCHS, 1988 
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Section II 
Mortality 



Figure 2.1 shows the 
leading causes of 
injury-related 
deaths by age gicap. The 
patterns of childhood in- 
jury dea^ ate shaped sig- 
nificantly by develcqmien- 
tai stage and the kinds of 
activities in which chil- 
dren participate. To be 
effective, any injury pre- 
vention strategy must first 
examine the link between 
developmental stage and 
cause of inj'iry. 
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Ages 1^ 

When viewed togLnher, mintir 
vehkrlc-aMaied injuries (ik- 
cupanu pedestrian, bicycles, and 
'tnhef') ucre ihe number one cause 
of death in all age group>. Hecause 
inteneniions differ for each of 
these injur> categories, the f iguas 
in this seciitm present these four 
injury types separately. 

hi IMKS, tia's ami bums caused 
the greatest number of injury 
deaths to liHldlers and pa*st'hiH>lers 
fages 14), with damning second, 
IKdestrian injuries third, and nu>tor 
vehicle iviupant injuries founh. 
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Figure 2.2 

Number of Deaths by Cause, TMers and Preschoolers: Ages 1-4, 1988, 
Source: Fm^rhut NCHS, 19^, 
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Ages 5-9 



»0 400 500 
Number of Deaths 

Rates/100.000 are indiKied in Appendix A. 
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Figure 2.3 

Number of Deaths by Cause. Elementary ScfK>ohAg^ Children: Ages 5-9, 1968. 
Source: Fingerhut, NCHS. 1968. 

4(1 



700 



The four leading causes of 
injury death to schtxil-aged 
children {ages 5^9) in !9K8 were 
ntiHor vehicle f^destrian, iniUor ve- 
hicle occupant, rire/bums and 
drowning. Moltir vehicle pcdestria* 
deaths rcflect the incrcaned mobility 
and independence of this age gnjup. 
Mt)!or vehicle pedestriati and wcu- 
pant injuries acc'>Mnt for nearly AIYA 
of all deaths in ihis age group. 
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Ages 10-14 




nee children reach middle 
schtH^l I ages m 14>. ihc three 



leading causes of injury death are 
imnor vehicle iKCJpiint, mulur 
vehicle pedesirian and homicide, 
closely toMowed by suicide and 
damning. Inicntional injuries 
accouni for almost of the total 
injury deaths for these children. 



42 



A Data Bcx)k of Child and Adolescent Injury 



Falls 
Poisonrr^ 
Fife/Bums 
MV Bfcycles 
Unintentional Fifsanra 
MV Other 
Drowning 
Suicicte 

Homicide 
MV Pedestrian 
MV Occupant 




' I ' ' ' ■ I ' ' ' 

KK) 400 500 600 700 

Numt>er of Deaths 
Rates/1(X),0(X) are included in Appendix A, 



Figure 2.4 

Number of Deaths by Cause. Middle School Ag^ Children: Ages 10-14, 1988, 
Source: Fingerhul NCHS, 1988, 
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Figure 2.5 

Numberof Deaths by Cause, High &:hool Aged Chifdren: Ages 15-19, 1988. 
Source: Fingefhul NCHS, 1988. 
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Ages 15-19 



For high schiH>i aged youth 
(ages 15-19), nK>f or vehicle 
occujxinl injuries arc by far the 
leading cause of injury-related 
death. Twice as many 15-- 19 year 
olds die as occupants of nn>tor 
vehicles than from any other cause. 
After motor vehicle occupant 
deaths, homicide, suicide artd other 
motor vehicle deaths far exceed all 
other causes of death. 
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In ali injury causes males are 
consistently at higher risk for 
death due to injury than females. 
Males arc almi>si four times more 
likely than females to ci>mmit sui- 
cide, 2.5 times mure likely to be 
victims oi homicide, almost 3 
limes more likely to dmwn and 6,5 
times more likely to he the victim 
of an uninientionai tlrcann 
discharjic. 
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■ Rgure 2.6 
Females Death Rates/ 



Males 



100.000 by 
Gender: Ages 
19 and Under. 
1988. 
Source: 
Fingeriiut, 
NCHS. 1988. 




Suicide Homicide Rre/ Drowning Unint Falls MV MV 
Bums Firearms Bicycles Other 



Mortality 



Figure 2.7 

pyramid of 
ChikffioocI Injury. 
Soufve: Galfaghsr, 
personal communh 
cation, 1991. 




ChildhiHxI injury mortality fig- 
urcs are shocking. However, 
mortality is only a small part of the 
total injury picture. The pyramid in 
Figure 2.7 compires the number of 
unintentional and intentional injui^ 
deaths to hospitali/ations to emer- 
gency room visits in a population- 
based study in Massachusetts. 

Interventions targeted solely 
at injury deaths may neglect fre- 
quent injuries that are costly, and 
cause children to be treated in 
hospitals and perhaps left 
permanently disabled. 



Section HI 
Unintentional Injury 



Unintentional injuries 
result from the com- 
plex inter^cm of tt^ 
child's developmental stage, 
parental awareness of a 
child's abilities, and a product 
or environment. For example, 
injuries caused by motor ve- 
hicles repre^nt a concern at 
all ages. However, the most 
frequent cause of injury by 
motor vehicle differs by the 
child's age, with infants injured 
as occupants, preschoolers in- 
jured as occupants and often as 




pedestrians in driveways, ele- 
mentary school children injured 
on struts as pectestrians and bi- 



cycle riders and miolescents 
injuitid as drivers and pas- 
sengers—often with alcohol 
involvement. 

Attenticm to the develop- 
mental differences in chil- 
dren will help in the design 
of prevention strategies. 
Reduction of unintentional 
injuries to children and ado- 
lescents v/iii require not only 
legislative aiKl regulatwy ini- 
tiatives, but also changes in 
products, the environment and 
individual behavifH'. 
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UfSHNTENTIONAL INJURY 




Figure 3.1 

Children KiHed in Motor Vehicle Crashes by Age Group, 1988, 

Source: Fingerhut, NCHS, 1988. 
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Motor Vehicles 

On average, more than 28 
children and adolescents die 
in motor vehicle-related incidents 
every day. Hiis is equal to almost 
3 sch4X)l buses full of children ev- 
ery week. In 1988, adolescents 
ages 15-- 19 accounted for 65% of 
ihe 10,428 mtnor vehicle deaths to 
children and youth. 
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Motor Vehicle 
Occupants 

F4>r motor vehicle i>ccupanls, ihe 
dcalh rales ol* males and 
females aa* very similar across all 
age gmups uniil ages 15 -19, when 
the male faiaJity rale exceeds ihc 
female rale by almt»Ni :io \ The 
death rate for ac* .^triH> uucs 
15 -19 is more *njii 5 limes the rate 
for any iilher age ^it>up. 

Two out of three teenage passen- 
ger deaths 4K-cur in crashes in which 
amilher teenager i> driving c Fleming. 
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Figure 3.2 

Motor Vehicfe Occupant Mortality Rates/100,000 by Gender and Age Group, 1988. 
Source: Fmgertiul NCHS, tSSfl. 
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Adolescents, Alcohol 
and Motor Vehicles 



During the {^si seven years 
NinrSA has shown that ihc 
prop^>nic>n of iniuxicaied drivers 
involved in fatal motor vehicle 
crashes has decreased in all age 
gniups including adolescents. 
Nevertheless, during one 3-month 
period in 199(), it was found that 
just underone-half of adolescent 
motor vehicle fatalities involved al- 
cohol. Of adolescents involved in a 
fatal crash, one in every three had a 
bliKid alcohol concentration greater 
than or equal to 0. 10'*, Ite legal 
limit of intoxication in most states. 
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Safety Belts 



Increased u^ia^c of safely bells in 
the las! decade is one of the 
imtsi dramatic victories of the 
injury prevention movement to 
date. Fmni 1983-1989 the use of 
safety heits saved an estimated 
20,086 lives and prevented approxi- 
mately 523, 1 (K) moderate to severe 
injuries (NHTSA, I99!a), 

Although safety belt use in gen- 
eral has increased dramatically from 
1 19^ in 1982 to 49^^ in 1990 (NHT- 
SA, 1991a). adolescents continue to 
wear safety belts less tiften ihan old- 
er driveiN, In a nationwide survey of 
adolescenls. 41^^ re(X)rted that they 
wore a safely belt the las! time ihey 
rtxle in a vehicle. However, fewer 



than one quarter of the sludenls 
(22*^ ) repimed that nKxst of their 
friends usually wear a safety belt 
(AnK^rican Schtxi! Health 
Asswiation eta!,, 1989). 

Healthy People 2(HX) states a 
goal of increasing use of occupant 
pmtcction systems to at least 85% 
of motor vehicle txrcupants (USD- 
HHS, 1991 ). As of July 1991 only 
40 states and the District of 
Columbia have safety belt use laws 
(UHS. 1991), and as of June 1990 
only 8 states allowed pt>lice to write 
tickets for safety belt .ioiations 
alone, without citing for another 
moving violation (Fleming. 19W). 



. D^hMiitation Center 




ERIC 



«3 



Unintentmdnal l^yuRY 




21 



Child Safety Srats 



Properly installed ami used, 
child safety seats reduce the 
risk of death and seriiHis injury to 
children by . The use of safely 
seats in 1989 saved the lives of 
over 2(X) children ages 4 and under 
and pa*vcnted 28,(XX) injuries. 
Tragically* 336 unrestrained chil- 
dren under age 4 died in passenger 
cars in the same year (NHTSA. 
1991a). 

The year 20(X) objective for 
child restraint usage is 95*^ for 
childitfn ages 4 and under 
(USDHHS, 1991). The currcni 
usage rate is estimated to Nr 
approximately 83% (NHTSA, 
IWIa). While this rate appears 



high, impn>per installation and use 
of child safety seats are widespread 
pniblenis. Reseaivh suggests that 
80% of child safety seats are 
misused in sonw way (NHTSA, 
199(J). Correct use ol child safety 
seals could prevent about 5()0 
deaths and 53,(XX) injuries every 
year (NHTSA, 1991a). 

Although all states have child 
occupant protection laws, their 
scope varies widely. Many laws 
exempt children beyond a certain 
age or allow children to ride unre- 
scrained in the back scat. Meeting 
the year 2^X)() objective will require 
ck>sing legal loopholes and 
stringently enforcing existing laws. 
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Pedestrians 



Pedcsirian deaths account fi>r 
of all ihc mi^or vehicle- 
related deaths to children ages !9 
and untkr. Males accounted for 2 
out of 3 childhiHxl pedestrian 
deaths in 1 he age gruups at 
highest risk were the 14 and 5 9 
year olds. 

Pedestrian death rates for black 
childa'n aa' consistently higher than 
for white children across all age 
gniups except for male adolescents 
ages 1 5- 1 9. 1-ewer neighborhtHHl 
i>ff-vtaHrl play aa*as may put ptnir 
children ai higher risk of pedestrian 
injury iMalek el aL 
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Figure 3.4 

Child Pedestrian Mortality Rates/100,000 by Gender, Race and Age Group. 1988. 
Source: Fingerhut. NCHS, 1988. 
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Pedestrians 



In 1988, K7 11 children and 
youth died as a nrsull «f pedes- 
trian injuries. Children ages 5-9 
were far more likely to die as 
pedestrians (531 or 45*^ of all mo- 
tor vehicle-related deaths) than as 
occupants of niirtor vehicles ( 389 
or 33*^ of all minor vehicle-related 
deaths). Young children have 
diflicully judging distance and the 
sf^cd at which cars are moving. 
Most injuries occur when a child 
darts out into the street in the mid- 
dle of ihe hlcxrk. Children under ihe 
age of 5 are often fatally injua\l in 
home driveways or parking lots 
(Brisoneial.. 1988), 
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Motor Vehicle Injuries 

The Massachusetts Statewiiic 
Comprehensive Injury Pre- 
vention Program (SCIPP) ealculai- 
ed annual moior vchicic injury 
morbidity rates. As with deaths, 
adt>lcscent occupants and pedestri- 
ans ages 6-12 had the highest risk 
of injury from motor vehicles. 

Deaths represent only a small 
fraction of the outcom *s of motor 
vehicle injuries. In a study of 
injuries a! 55 pediatric trauma cen- 
ters, 38% of the trauma cases seen 
in emergency nmm wen? molor 
vehicle orlated {DiScala, 1991). 
The vast majority of these injuries 
wea* non-fatal. 
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Figure 3.5 

Motor Vehicle-Rebted Moibidity (Occufmnt and Pedestrian) by Age Group, 1979-1982. 
Source: Guyer and Gallagtwr, 1988. 
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Figure 3.6 

Motor Vehicle-Related Bicycle Mortality Rates/1 00,000, 1988. 
Source: Fingerhut, NCHS, 19^. 
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Bicycles 



As many as 90*^ of bicycling 
falalilies invt)lvc moior vehi- 
cles (Kraus ci ah. 1987). Children 
ages H) 14 aa* at grcatesi risk and 
males i>vcr the age of 5 are at much 
greater risk than females of motor 
vehicle bicycle fatalities. 

The majority of bicycling deaths 
are due to head injuries. Riders 
who wear bicycle helmets reduce 
their risk of head injury by 85^.f 
(Thompson el al.. 1989), yet it has 
been estimated that less than 10^^ 
of a'creational bicyclists of all ages 
wear helmets ( Wasserman ct al.. 
1988). 
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Droviming 



Approximately 1 J(X) children 
and youth were victims of 
drowning in I9H8. Maies account 
tor over 3 out of 4 childhood 
drowning deaths. Black males have 
particularly high dmwning rates in 
all age groups. Childa^n ages 14 
and male adolescents are at greatest 
risk for dmwning. In 18 states 
drowning is the leading cause of 
death for children ages 1-4 (Baker 
and Waller, 1989). 
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Figure 3.7 

Mortality Rates/1 00,(XX) Due to Drowning by Gender, Race and Age Group, 1988. 
Source: Fingerhut, NCHS, 1988. 
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Drowning and 
Near Drowning 

Young chf Idtrn, under age 5, 
are more likely u> dmwn in 
jx>o!s and standing household wa- 
ler: adolescents dn>wn most often 
in open bixJies of water. For every 
drowning death, appmximalely 
2 10 childa'n are hospitali/ed and 
8-40 are seen in emergency woms 
and released (Spyker, 1985). 
Approximately 5- 20^ of children 
who are hospitalized for near 
drowning sustain severe, permanent 
brain d^^mage (Peam el al.. 1979). 
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Fires and Bums 



For children ages 1-4. black 
males arc 4 times mure likely 
lhan while males and black females 
are 4.5 times miire likely lhan while 
females lu die fmm lire t>r bum 
injuries. Income and the qualiiy of 
houMng are mote likely cxplana- 
ticms lor these differences than 
race |vr se, 

While fire causes the greatest 
number of deaths, scalds are the 
leading cause of hum mi>rbidity 
(Mcl.oughlin and Crawfi^rd. 1985). 
In IMHM. 2 1 ,(XH) childrcn and youih 
under 20 years old were admitfcd to 
hospitals U) be treated for bum 
injuries nationwide (Ko/ak. 1 Wi 
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Figure 3.8 

Mortality Rates/1(X),000 Due to Fires and Bums by Gender, Race and Age Group. 1988. 
Source: Fingerhut, NCHS. 1988. 
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'The peculation as a vnhole has a mlative nsk of 1. 

Figure 3.9 

Relative Risk of Death Due to Fire vs. Risk of Injury Due to Fire by Age Group. 1987. 
Source: United States Fire Administration, 1990. 
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Fires and Bums 



Scvcniy-four pea^cnt of fire- 
related deaths iKXur in residences 
with the majority of these in one- 
and two-family dwellings (United 
States Fia* Administration. 1 990). 

CTiildren under the age of 5 have 
2.5 linKVs the nrlaiive risk of any 
oihcr childiuHid age gnnip of dying 
in a lire (the papulation as a whole 
has a relative risk of I ). As children 
get older, the risk of death decreas- 
es bu! the risk of suffering non-fatal 
fia*-aMated injuries increases, peak- 
ing at ages 15-19. 



SI 



30 



Unintentional Firearms 



Uniniemionai Hrcanii injuries 
killed 543 VS. childrcn in 
1988. The availability and accessi- 
biliiy of Ha'arms presents a high 
risk fur children of all ages, but 
especially for male adolescenis 
ages 10-19. 

Ahiiul i uf every 3 deaths from 
unintentional tireann discharges 
could be preventc*d by a Hreann 
safely device such as a trigger {*>ck 
or loading indicator. A study of au- 
topsy and pi:lice n?ports detennincil 
that a chiid-resistant trigger Iwk 
cc»uld have pa^vented trvn- incident 
in which children under age 6 killcxJ 
themselves or cHhers (U S. (Jeneral 
Acci?uming Office. 1991) 
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Ages 1-^ Ages&-9 Ages 10-14 Ages 15-19 



Figure 3.10 

Unint^tkml Firearm Moriatity Rates/1 W.WO by Gender and Age Group, 1988. 
Source: Fingeifiut, NCHS, 1988. 
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Figure 3.11 

Unintentionaf Poisoning Mortality Rates/1 OO.OW. by Gender and Age Group, 1%8. 
Source: Fingerhut, NCHS. 1988. 
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Unintentional Poisoning 

Since 1970 legislation requiring 
child-resistant closures on many 
products, poisoning deaths have de- 
creased dramatically, particularly 
among children under 5 years old. 

In 1988, 322 children died from 
unintentional poisoning. Rales were 
highest for adolescents 15-19; 
many of these deaths are thought to 
be undetected suicides. Adolescent 
males are 2.3 limes more likely than 
females, and black children ages 9 
and under are 3 lin^s more likely 
than their while counterparts, to die 
from unintentional poisoning. An 
estimated 69.{HX) children and yoLth 
were hospitalii^ed in the U.S. in 1989 
due to poisoning (Ko/ak. 1991). 
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Falls 



Deaths due to fails are most 
prevalent among males under 
5 and ages 15-19. Anumg tixldlcrs. 
fatal fails iKVur niDst often fmm 
window^i and on stairs. Risk-taking 
behaviors put adolescents at risk for 
death from falls. 

Most falls do not result in death, 
but may result in serious injuries. 
Falls in children are most often as- 
siKiated with stairs, furniture, 
strollers, high chairs, walkers, 
changing tables and playground 
equipment (Gallagher et al., 1984). 
An estimated |{K).(XX) children are 

•:ated in emergency nxmis each 
year for playground-n^lated falls 
(U.S.CPSC. I990al 
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Figure 3.12 

Mortality Rate$/1(X),0{X) Due to Falls, by Gencfef and Age Group, 198B. 
Source: Fingerhut, NCHS, 1988, 
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* Other tnciw^ air/water ^an^x>rt, nature/envimnment, sutacfe. expfosian, 
fires, missites/firBarms. cuHtng/piercing, hot substances, and unknown, 



Figure 3.13 

Occupational Deaths to Adolescents Ages f 980-1986. 
Source: National Traumatic Occupational Fatality Database, 199t 
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Occupational Injuries 

U.S. adolescents arc sevcivly in- 
jured and die in a wide variety 
i^f tKCupatiunal settings, iMom 
19H{)-I985, 2.137 adtilescents ages 
16 19 died at woric as reported lu 
the National Traumatic (Xcupa- 
tii>nal Fatality data base. Males ac- 
Cimnted for 93.4*^^ of the deaths. 
The top two causes of death were 
motor vehicles and machinery. The 
industries (when prtnided) in 
which adolescents werc most likely 
to die were construction (312), 
tisbing (213), public administration 
(156), transportation ( 141 ), manu- 
facturing { 134). retail trade { 1 28), 
and services (121). 
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Occupational Injuries 

Estimates of cKcupaiional injuries to 
adolestenls arc undemrportcd due to 
several factors- death certificates are 
often not accurately codcnl as W4)rk- 
related (Colorado IX*partment ot Health. 
\WHl surveys of occupational injuries 
do not ask the a|!e of the victim, and agri- 
cultural and transportation injuries and 
homicides aa* often not repi^rted as wcu- 
pational injuries (Suruda and Kmmclt, 

Injurie> that du not resuH in death 
arc even less likely (o be a*poned. One 
|'H>pulation"bascd stud> of adolescents 
ages 14 IM found thai 24^} of all hospital 
and emergency nH>m treated injuries 
uere job ablated. a^J resulted in a ga*ater 
median length of May than for other adti- 
lesccni injuries ( Anderka et al.. 1985). 
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Figure 3.14 

Agrtuitural Injuries to Iowa Children and Youth Ages 19 and Under, 19^. 
Source: Jones, 1990. 
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Farm Injuries 

Children arc particularly suscep- 
tible lo agricuUura! injuries be- 
cause ihcy ride on or work wiih fann 
machinery al a young age and oflen 
live on the same site where work is 
perlumied. Federal labt^r laws do m>i 
apply to the family fami. 

One surveillance study o! work 
and leisure-related agricultural 
injuries to all children in Iowa 
found thai 369 children were 
injured hut not htjspitali/ed, 57 
were hospitalized and 13 died in 
mi Males accounted for 81^;^ of 
the injuries, and children wea* most 
often injured by niachinery, 
animals, fallsyslips, and striking 
against something (Jones. 1 Wi)). 
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Sports Injuries 

The risk 4)f injuo thrtnigh par- 
ticipation ip sports and rccrc- 
af ional acliviiics inca'ascs as a 
child grows older. 1 he injur) rates 
in a Massachusetts study i>f ehild- 
hiHHl injuries inuicate thai I in ev- 
ery 14 adolescents wiil be seen in 
an emereency nnni) (MR) i>r hospi" 
lali/ed for a s{x>rts-a'lated injury 
annually. Iwiee as many males are 
injured in sports-reiated activities 
as females. In the Massachusetts 
study, 17' f of all injuries treated in 
enjergency rooms and \b^i of al! 
hi>spitali/ations for injuries wea* 
related lo sports and recreational 
acliMties ((Juyer et a).. 
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Figure 3.15 

Annual Spoits-Related Morbidity/I O.OX) in Massachusetts by Age Group. 1979-1982. 
Source: Guyerand Gallagher, 1988. 
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Figure 3.16 

Percentage of Sports Injuries by Cause: Chiiaren 0-19 in Massachusetts. 197^1982. 
Source: Massactiusetts Department of Public Health, 19S3. 
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Sports Injuries 

Spcirts arc Ihe most frequenl 
cause 4)f injury for lH>ih male 
ami female mJolcscentii. While in- 
juries fK)m team spiirls are mure 
frequent, injuries resulting faim 
axreation and individual spiirls are 
generally more severe. Track and 
field, bicycling, horseback riding 
and ice skating entail higher risks 
for head injuries than contact team 
spims such as fiwtbaH. Sports- 
related injuries incur greater dircct 
costs than other injuries due to a 
high rate of htwpilaHzation and 
emergency worn visits (Listemick 
etal.. 1983K 
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Toys 



Fwm January I9K9 !o Septem- 
ber 1 loy-nrjafed deaths 
were reptmetl U) the U.S. t'on- 
suiiKM PixHiucl vSafeiy Coniniission 
Twenty ot these deaths were chi»k- 
inj; ineidenis, nine involving 
halltHms (a high-risk tuy for yminj! 
ehilda-nK Toys thai are hazardous 
lo childrcn include those with sharp 
edges and }>i>infs. wiih sinall |>aris 
pa^senling a choking hazard or 
Ci^rds thai can cause strangulaUi>n. 

In an estimated 122,5(X) 
children under LS years old were 
treated in emergency nnnns for 
toy-related injuries, Tha*e out of 
five of these injuries w ere tt) 
children under ihe age of 5. 

OS 



Mobiles (1) 




Figure 3.17 

Rspoiied Toy-Related Deaths by Type of Toy, January 1^9-Septemt3er 19m). 
Source: U.S. Consumer Product Safety Commission, 19^b. 
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Walkers Sets iina$ boante Skates Vehkries 

Btrause ofiheir fur ^muvr mu^nittHk\ bivyvlv injurU s are not mvluded in this gmplu They 
are tleplvted In Figure 3,6. 



Figure 3.18 

NaiSonal Estimates of injury As^atsd with Child and Youttj Reaeational Equipment, 19X>. 
Source: US. Consumer Product Safety Commission, 19^. 
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Recreational Equipment 

Riding toy (sanitcrs, tricycles, 
wa^itons, e c.' were assiKiated 
with over one-ihind of all luy- 
rciatcii injuries. Children ages 5-14 
arc particularly vulnerable. Many 
of these injuries rcfl«?cl a young 
child's lack of coordination, motor 
skills and cognitive ability to use 
such prcxiucts safely. 

An estimated 4!>.()0() children, 
adolescents and young adults were 
injured riding all terrain vehicles 
( ATVs) in mi Most injuries iti- 
volvcd the head and neck. Young 
people under age 16 should never 
ride adult-si/ed ATVs and should 
always wear a helmet. 



Violence has been 
defined as the use 
of force with the 
intent to harm oneself or an- 
other. Violence takes many 
forms including homicide, 
suicide, rape, domestic vio- 
lence and child abuse. Most 
acts of violence occur be- 
tween family, friends and 
acquaintances. 

Historically, violence 
has been studied almost ex- 
clusively from the persj^c- 
tive of criminal justice with 
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Section IV 
Violence 




most efforts concentrated 
on attemptf ro curb vio- 
lence or pm 'a \ offenders. 
However, violence is now 
recognized as a major 
threat to the health and wel- 
fare 0^ our Nation, particu- 
larly our Nation's cMldFen. 

Public health profes- 
sionals in all settings need 
to recognize the benefits of 
incorporating violence pre- 
vention strategies into their 
roles and settings. 
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Homicide 



Homicide is the seaiiul leading 
canjvt of injury death among 
chslda*n and adk)lescx*nts, in I98H, 9 
chiidren a day (3,29(> childnrn/year) 
were viciimH of homicide in the 
United Slalcs. Oildhixxi hi>mtcides 
show two diKtincl paiiems. Children 
under the age of 5 have a high hi>mi- 
cide rale primarily due lo parental 
and caretaker abuse and negiect. 
Adolescents have an extremely high 
rate resulting fnnn arguments and 
crime involving peers, 
acquaintances and gangs 
(Chrisioffcl. l^mi 
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Figure 4.1 

Homicide Rates/1(X},(KH) by Age Group: (^ikirena^ WandUnder. 1988, 

Source: Fingerhut NCHS. 1988. 
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Figure 4.2 

Homicide Rate^i(X),000 by Gender. Race and Age Group, 1988. 
Source: Fingerhut, NCHS, 1988. 
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Homicide 



Males arc ai a much greater 
risk fin homicide than 
females. In 1988. among all 
children ages 19 and under, 7 »ut 
of 10 homicides involve males, 

Ovenill, the homicide rate for 
black children is 6 times thai for 
white children and is higher for all 
ape groups regarf'css of gender. 
In no age gn>up is this difference 
more staggering than males ages 
1 5^ 1 9, Black males ages 1 5- 1 9 arc 
almost 10 tinH:s more likely to be 
victims of homicide than their 
while male counterparts. 
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Homickte 



Firearms play a signiticani w\c 
in childhtKid mortaUiy and 
im^rbidiiy. In 1988, 777 of ihc 
homicides it ihc 15-19 year old age 
group involved a firearm. 

h is eslimatcd that there are cur- 
RMUly more than 200 million hand- 
guns, rifles and shotguns present in 
our communities (Bureau of Alco- 
hoi, Tohacco and Fircanns. IWl ). 

In a national survey of schcH)! 
NludenIs, A^.VH of lOlh grade 
males and 33.6'^ i^f 8th grade 
males answered yes when asked if 
they could i^tain a handgun 
{American Schix^l Health 
AsMxriation et ah. 198^)). 
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Figure 4.3 

Number of Fimrm vs. Non-Firearm Homicides by Age Group. 1988. 
Source: Fingerhut et ai. 1991. 
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Figure 4.4 

Firearm vs. Non-Firearm Homicide Rates/1(K},{X}0: Black Males 15-19. 1979-1988. 
Source: Fingerhut etal., 1991. 
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Homickte 



Homiciik is the leading cause of 
injury death Tor black males 
ages 15-19. From 1984 to 1988, the 
tiiearm-relaied homicick: rate for 
this group more than doubled. 

Poverty and inequality are 
thought to be major risk factors 
for homicide. **ln fact, when pover- 
ty is controlled for, the excess risk 
among blacks virtually disappears" 
(Runyan, 1989). 

Violent crimes against adoles- 
cents often involve casual acquain- 
tances of the same gender, race and 
age. Effective interventions target- 
ing this age group may thus benefit 
both victims and assailants. 
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Assault 



The mtwif receni National Crime 
Survey reveals that America's 
youth arc mure vulnerable than 
cMiuits to both violent and praperty 
crime, "On average, every 1,000 
teenagers experience 67 violent 
crimes each year corapaivd to 26 for 
every 1 ,(XK) adults age 20 or older'' 
iWhitaker and Baslian, 1991 ). 

In a population-based study in 
Massachusells, it was determined 
that annually 1 in i 32 children 
(ages 0-19) received an intentional 
injury that required medical atten- 
tion at a ht>spital. For every homi- 
cide there were 534 emergency 
rcxmi visits and 33 hospital admis- 
sions(Guycr ctaL, 1989). 
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A^aid Aggravated Assadt Bc^^wry 

*Simf^ As^Buit is t^fined as an attack with the mtent to infM kyury, wiWcHU of a weapon 
'/^m^atedAssauH is derirmdasan attack Kwffr the Intent to inflict injury, mmify with a weapon. 



Figure 4.5 

Avemge Annual Vk^mizatm flato'f by Age Group and Type of Crime, 
Source: Whitaker and Bastian, 1991. 
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Figure 4.6 

Suidde Hates/100.000 by Gender, Race, and Age Grcup. 1988. 
Source: Fingerhut, NCHS, 1988. 
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Suicide 



In 1988, 2;2% children 
(1 0-19 years old) commitled 
suicidb. This averagers to mure than 
six su!ci(fes per day ihiDUghout the 
year. Ninety pen:cnt of these 
suicides werc among adolescents 
ages 15^19, Almost as many 15-19 
year olds committed suicide in 
1988 (2,059) as were victims of 
homicide (2,135), 

White males ages 15-19 ane a 
particularly high-risk gmup for sui- 
cide. This group is two times more 
likely to commit suicide than black 
males ages 15-19 and four times 
more likely than white females 
ages 15-19. 
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Sulckle 



Suicide rate^ have shown 
increases since 1960 among 
both i(}-l4 year olds and iS-19 
year olds. Bel ween I9M)and 1988 
the suicide rates for males and 
females ages 1 5^19 increased 
threefold. Suicide also occurs in 
younger children (5 -9 years) but 
the rale is very low. 

Suicide among children and 
yiHith is often a very impulsive act 
done with little or no planning. A 
recent sca*ening of adolescents 
12-14 years old revealed that 1 in 
25 males and I in 1 1 females expe- 
rienced signiHcant suicidal 
thoughts (Garrison el al, 1991 ). 
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1M0 1965 1970 1975 1980 1985 1988 



Figure 4.7 

Sum^ f^t0s/1W,(XK} by Gender and Age Group, 1988. 
Sounx: Fingertiut, NCHS, 1988; Leenaars and Lester, 1990. 
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Suicide 



Almost two times as 
many adolesctrnt 
females a!>i males rqx^n actually 
trying to hurt themselves (American 
Schoi>l Health AssiKtation et al.. 
1989). However, ii is estimated that 
females complete I out of every 25 
suicide atlcmiMs while males 
complete 1 out of 3 attempts 
(Rosenberg ei al., 1990). 

Non^fatal suicide attempts most 
often involve intentional ingestions 
and cutting ch* stabbing (Guyer el 
al., 1989). The most fnjquent 
suicide methods amimg youth arc 
use of a firearm, hanging and inten- 
tional poisoning (Holinger, 1990). 
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ChlM Abuse and Neglect 

In 1986, an eslimaled 1,100 U.S 
chiidrcn died as a result of cNild 
maltrcatmcnt Eighty-nine percent 
(a]^)Xiniatciy 1,000 children) were 
2 yeaoi old or younger. 

Child malia^atment is generally 
divided into the two broad categories 
of child abuse and child neglect per- 
petrated by a parent or caretaker. 
Child abuse includes physical, 
sexual, and emotional abuse. Child 
neglect includes physical, emotional 
and cducalional neglect. 

Using conservative estimates, 
more than 930,0(X) children nation- 
wide experienced abuse or neglect 
in 1986. 
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UwterA£^3 Ages 3^5 A^6-e Ages ^11 Ages 12-14 Ages 15-17 



Figure 4.9 

Estimated Mortality Rates/1CK>.(X)0 Resulting from Child Manreatment by Group, 1986, 
Source: National Center on Child Abuse and Neglm:t, 1988. 
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Figure 4.10 

Estimated Rates of Child Abuse ami Negtect/1,(X)0 by Age Group. 1986. 
Source: National Center on Child Abuse and Neglect, 1988. 
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Child Abuse and Negiect 

Rales of non-fatal child abuse 
and neglect increase with age. 
Research indicates that children 
raised in abusive and neglectfu] en- 
vironments are at high risk fur 
physical and emotional health prob- 
lems as well as developmental de- 
lays and schoi>l-n:lated pmblcms 
(Hochsladtel ah, 19871 

Child abuse is alst? stmngly 
linked to domestic violence. A 
study of 906 children living in bat- 
tered women's shelters found that 
nearly 50%^ of the children were 
also victims of physical and sexual 
abuse {Lay/erei ah, 1986), 
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Child Abuse and hteglect 

It is cstimaled that over 820,000 
chiidren experiencttl non-faial 
injuries related to child maltreat- 
ment in 1986. Seventeen pertrenl 
sustained serious injuries involving 
life thfcatening conditions or 
ptncntial long-term impairments. 
Moderate injuries persisted in ob- 
servable form for at least 48 hours. 
Like the risk of maltreatment itself, 
the rate of non-fatal injui^ due to 
maltreatment incrca.ses with age. 

Injury type is important in child 
abuse diKumentation. Even without 
an adequate injury history, child 
abuse can often be confirmed based 
on the nature of the injury and clin- 
ical symptoms (Kempe, 1%2). 
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Figure 4.11 

EsVmated Injury MorbkHty Raies/1000 as a Result of Child Manreatmnt by Age Group, im. 
Source: National Center on Child Abuse and Neglect. 1988. 

127 ' 



Violence 



53 



Emottonal Abuse 





Figure 4.12 

Rate of Abuse/1,000 by Type of Abuse and Gender, 1986. 
Source: National Center on Child Abuse and Neglect, 1986. 
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Child Abuse and Neglect 

Females suffer higher rates of 
abuse tluin males in ail three 
abuse categories. Females are near- 
ly 4 times more likely to be sexual- 
ly abused than males. 

Analysis of national data found 
no relationship between ehild 
maltreatment and race, but low in- 
come is a significant risk factor for 
both abuse and ncgl^t. In 1986 
children whose family income was 
less than $15,000 were 4 limes 
more likely to be abu5«d and over 
7 times more likely to be neglected 
than children in higher inconw 
families. 
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Rape 

Accurate rales of sexual assaull 
anumg adolescents arc 
cxta^mcly hard to obtain. One 
nationwide study ot 1 J25 
adolescents estimates a rate of 9.2 
rapes or attempted rapes involving 
violent force and/or the use of a 
weapi>n per 1,(XX) females ages 
13 19 in 1978(Ageton. 1983). 

The vast inajorily of adolescent 
rapes c^cur between two people 
w ht> know each other. One study i>f 
lemales ages 13^17 found that they 
were most ct>mnHmly raped by a 
friend, acquaintance, or relative 
I Massachusetts Department of 
Public Health, 1990). 




Figure 4.13 

Relationship between Rape Victim (Ages 13-17} and Assailant, Massachusetts, 1985-1987. 
Sounx: Massachusetts DeparPnent of Public Health, 
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Section V 
Interventions 



Preventing Injury 



Because children are at 
risk for different injuries 
at various ages, preven- 
tive efforts ne€^ to vary by age. 

Injuries to children ages 0 to 4 
years usually occur in settings 
controlled by their parents. 
Making products and the envi- 
ronment safer, building parental 
knowledge, and supporting fami- 
lies to minimize abuse and ne- 
glect can reduce injury rates. 



F(x children, ages 5 to 9, and 
adolescents, ages 10 to 14, 
teaching skills that will keep 
them s^e as pedestrians, bicycle 
riders and motor vehicle occu- 
pants will greatly reduce in- 
juries. Other interventions in- 
clude making school a safer 
place, providing safe play areas 
and protective sports equipment, 
including safety in neighborhood 
planning, and supporting fami- 
lies to minimize family violence. 

For the mid to late adolescent, 
enforcing .safety belt, motorcycle 



helmet, workplace, and alcohol 
consumption laws, lindting ac- 
cess to flreaims, and dbvelc^ing 
conflict resolution skills tu mini- 
mize interpersonal violence are 
of most benefit. 

The prevention chart on the 
following pages gives an over- 
view of where to intervene and 
on what topics. In conjunction 
with site-specific interventions, 
involving the gei^ral community 
and media will help to change 
societal norms to non-acceptance 
of injury and violence. 
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Figure 5.1 
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Bvyc«e Sa^. Hebnets 



Fsmt Macrtnery 



Alcohol Couf^eing 



VR)lev}ai Raduction Ed 



En»cwcen«n3 erf Isbor L9g«i9tx)n. Tramr^ for AdotaBcerrt Emr .-'.A 














MMor hteknef law* 
Mcuhori Sataa/Con9tfm|4)on Laws 
Handgun Storxgo «nd Ccwi^ 














Dnvsf • Lx»nsa S1 18 
Hsndgun ConfroJ 








Sate OS-StTBOt Ptsv Afuas £>Qsm«)d Sporf* 






ERJC 




















141 



60 



A Data Bcxjk of Child and Adolescent Injury 



The Cost of Injury 

The direct and immediaie health 
carc costs of mm-falal injuries 
10 children have been estimated at 
$5.1 billion annually in 1987 dollars 
{Maleket aL, 1991). 

Falls acc4>unt fur the highest pro- 
portion of costs iha^ugh age 14; for 
ages 5 thmugh 14 many of the 
incurred costs are rclated to leisure 
time and spims activities. For older 
adolescents the cmts incurred result 
primarily from motor vehicle occu- 
pant injuries and s\%ms. 
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Figure 5^ 

Annual Direct Medical Costs of Non-Fatol Childhood Injuries, by Age in Millions of 1987 DdlafS. 
Source: Maiek et a/„ 1991, 
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I^^TERVENTIO^IS 



What You Can Do to Prevent Child and Adolescent Injury 



As shown in this book, our children, and especially our a(k>lescenls, are at risk of dying or sustaining a long-term disability from 
preventable injuries. Reducing the shocking number of fatal and non fatal injuries to our children, however, will require the 
concerted efrorts of many sectors of the community. Our children need a safe pls^ to develop and grow; wc cannot accept less, 
Eftective interventions for injury prevention require: 



Pianniffig and Prioritfadng 

A bn>ad-bas«Hl coalition represent- 
ing the community of interest; 

surveillance toi>Is and meiliod> lu 
identify and mi>nitor the number of 
injuries; 

the use i>f E codes to aid in the as- 
cenainmenl of injury causes; and 

selection of priority areas for injury 
control. 



Comprehensive 
Multifeceted Approach 

Evaluation of prevention strategies 
to determine effectiveness; 

. dissemination and universal imple- 
mentation of effective sU^ategies; 

tai^eting of high-risk groups, such 
as low income; and 

^ incmporation of prevention 
messages and efforts into service 
systems for children and adolescents. 



instfttitionalb^ion and 
Acceptance 

: I Coordination of local. Stale and 
Federal efforts; 

r ^ institutionalization of injury preven- 
tion programming; 

^ . enforcement of existing legislation 
protecting children; and 

■ ; development of a societal norm of a 
'safe childhood and adolescence/ 
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Appendix A: Injury Mortality Rates 



Figure A 

MottaSfy Rates/100,iW Population by Iryury Type andA^ Group, 1988. 
Sounx: Fingerf)ut, NCHS, 1988. 

Age Group 



Category of li^ury (E Code) 
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All intuiy Cteaths (E800-9g9) 


22.6 


12.8 


16.1 


70.5 
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3.0 
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23.8 
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2.6 
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11.7 


Other fwtotor Vehicle {E810.825 { 2-6. .9]) 
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1.3 


10.5 


Suicide (E950-959) 


NA 


NA 


1.4 


11.3 


Drowning {E9l0,830,832) 


42 


1.6 


1,4 


2.7 


MV Pedestrian (E810-825 [.7]) 


3.1 


2.9 


1.8 


2.2 


Fire/Bums (E890-899. 924) 


4,6 


1.6 


0.8 


0.7 


Unintentional Ftrearms (E922) 


0,3 


0.3 


1.1 


1.5 


MV Bicycle (E8 10-8251.6]) 


0,1 


0.8 


1.1 


07 


Poisoning (E850-858) 


0.4 


0.1 


0.2 


1.0 


Falls (£880-888) 


0.4 


0.1 


0.2 


0.6 
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